Superior dislocation of the patella is a rare condition. We report a 70-year-old gentleman with his patella lower pole osteophyte interlocked with the anterior femoral condyles after hyperextension. The patella was reduced successfully with proper reduction technique under sedation. The active range of movement ranged from full extension to 120-degree flexion a few minutes after reduction. He walked unaided afterwards. There was no knee problem in two years of follow-up. Radiographs showed the patella was dislocated superiorly (Figure 1 ). His left knee got osteoarthritis with a big osteophyte over the lower pole of the patella. This osteophyte interlocked with the superior border of the femoral condyles. Thus the patella was locked in a superiorly dislocated position. Three milligrams of diazepam and 25 mg of pethidine were given to the patient intravenously. Closed reduction was performed by flexing the left hip to relax the quadriceps muscle. Then, the knee was hyper-extended in order to exaggerate the deformity. This manoeuvre helped to unlock the patella from the femoral condyles. Then with a gentle push to the lower pole of the patella, the patella fell back to its original position instantaneously. The whole manoeuvre required less than 30 seconds. A plaster-of-Paris slab was applied to keep the knee in 20-degree flexion temporarily to prevent re-dislocation A 70-year-old gentleman complained of left knee pain after trying to sit up from a supine position in his bed. Because of sudden loss of balance, he contracted his left thigh muscle, causing a hyperextension of his left knee and resulting in knee pain. He was ambulatory before the incident. With the painful knee, he could not walk. He also could not flex his knee. His left knee was kept in a hyperextended posture. He was then admitted to the United Christian Hospital, Hong Kong in April 2005.
Radiographs showed the patella was dislocated superiorly (Figure 1 ). His left knee got osteoarthritis with a big osteophyte over the lower pole of the patella. This osteophyte interlocked with the superior border of the femoral condyles. Thus the patella was locked in a superiorly dislocated position. Three milligrams of diazepam and 25 mg of pethidine were given to the patient intravenously. Closed reduction was performed by flexing the left hip to relax the quadriceps muscle. Then, the knee was hyper-extended in order to exaggerate the deformity. This manoeuvre helped to unlock the patella from the femoral condyles. Then with a gentle push to the lower pole of the patella, the patella fell back to its original position instantaneously. The whole manoeuvre required less than 30 seconds. A plaster-of-Paris slab was applied to keep the knee in 20-degree flexion temporarily to prevent re-dislocation A 70-year-old gentleman complained of left knee pain after trying to sit up from a supine position in his bed. Because of sudden loss of balance, he contracted his left thigh muscle, causing a hyperextension of his left knee and resulting in knee pain. He was ambulatory before the incident. With the painful knee, he could not walk. He also could not flex his knee. His left knee was kept in a hyperextended posture. He was then admitted to the United Christian Hospital, Hong Kong in April 2005. due to possible unintentional struggle when the patient recovered from the effect of sedation.
Thirty minutes after the closed reduction, the patient regained full consciousness and started to mobilise. His left knee could move from full extension to 120-degree flexion actively without locking sensation. He could walk unaided and did not complain of pain. Post-reduction X-ray showed the patella was reduced (Figure 2) . He was then discharged. No splint was necessary. During the 2-year follow-up in the outpatient clinic, he did not have recurrence of dislocation or knee pain.
Discussion
Superior dislocation of the patella is a rare disease entity. On extensive review of the literature, only 15 papers with 20 patients were reported worldwide. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] It was first described by Watson-Jones in 1956. 1 Osteoar thritic change with the formation of osteophytes predisposed to the dislocation. In our patient, 30-degree flexion lateral X-ray showed severe osteoarthritic changes (Figure 2) . It also showed patellar alta with the lower border of the patella above the Blumensaat's line. These all predisposed our patient to superior dislocation of the patella. The osteophyte over the lower pole of the patella interlocked and impinged onto the osteophyte at the upper border of the femoral condyles, preventing the patella from getting back to its anatomical position. Our patient did not have ligamental laxity.
In the literature, the common causes of superior dislocation were hyperextension of the knee and direct contusion to the lower pole of the patella. Takai et al reported a 45-year-old lady who could voluntarily dislocate her patella superiorly. 9 Sedation and proper closed reduction technique are important to treat this condition. It would be easier to reduce the patella if the muscle (quadriceps) is relaxed. The ipsilateral hip should be flexed and the knee should be hyperextended in order to achieve a shorter length of the quadriceps. Hyperextension of the knee also helps to unlock the patella from the femoral condyles. Then with a gentle push applied over the lower border of the patella to unlock the osteophytes, the patella will usually fall back to its original position spontaneously. If not, we can passively flex the knee. The patellar tendon will bring the patella downwards. Of course, we should rule out rupture of the patellar tendon, in which the extensor mechanism would fail. We recommend splinting the knee in a slightly flexed position temporarily before the patient fully regains his consciousness to avoid redislocation when the patient struggles.
Within all the 20 reported cases, most of them could be treated by closed reduction. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] Only one case reported by Rao and Meese in 1997 required open reduction. 8 General anaesthesia was not required in most of the cases. Adequate analgesia and sedation were the prerequisite for success of closed reduction. With proper closed reduction technique, nearly all the cases could be reduced. Two cases reported by Teuscher et al 7 and Takai et al 9 required elective arthroscopic removal of osteophytes due to recurrent dislocation. In the case reports by Yip et al 13 and Joseph et al, 14 the two patients reduced their patella spontaneously.
In conclusion, superior dislocation of the patella is rare and interesting. We do think most of them can be easily treated by proper closed reduction technique with adequate analgesia and sedation. Early closed reduction in the emergency department can avoid prolonged pain and swelling of soft tissue. It may also avoid admission.
